The efficacy of and complication rates associated with balloon tamponade have been reported from centres experienced in using the procedure.'3 This prospective survey was carried out to assess the value and complication rates of balloon tamponade when used in hospitals with limited experience of managing acute variceal bleeding.
Patients, methods, and results
Over two years 30 patients were referred to this unit for the management of variceal bleeding with a balloon in position. Technical factors that we considered important for controlling bleeding were for the gastric balloon to be positioned close to the gastro-oesophageal junction and for it to be adequately inflated (in excess of 100 ml). Factors that we believed increased the risk of complications were: inflating the gastric balloon within the oesophagus (with the risk of oesophageal rupture); inadequately filling the gastric balloon (<100 ml allowed the tube to move upwards into the oesophagus, increasing the risk of occlusion of the larynx and pulmonary aspiration), inflating an oesophageal balloon at the level of the larynx; and using excessive mechanical traction (>1 kg) of the tube or applying inflation for prolonged periods (>36 hours).
In only 13 of the 30 patients was balloon tamponade effectively used to control bleeding. Failure to position the balloon correctly (13 cases) was the most common fault. In 15 cases the tube was used in such a way that there was a high risk of complications. The most common problem was underinflation of the gastric balloon (eight cases). In five cases excessive or prolonged traction was applied to the tube and resulted in severe ulceration of the gastro-oesophageal junction. In one case the gastric balloon was inflated in the oesophagus, but without serious consequences. Balloon tamponade was considered to be optimumthat is, both effective and safe-in only 10 of the patients.
Comment
We In the United Kingdom, as elsewhere in the Western world, accidental injury is the most common cause of morbidity among schoolchildren' and accounts for up to one child in five presenting each year to accident and emergency departments.2 Fractures and sprains account for over a quarter of all childhood accidents2 and are a major cause of orthopaedic referral. Within this group fractures of the forearm figure prominently.3 Although accidental injury implies "an unpredictable and therefore unpreventable event,"' the magnitude of the problem led us to reconsider this definition.
Patients, methods, and results
We carried out a prospective study of 200 schoolchildren aged 5 to 15 who had fractured their forearm. The series was consecutive, with all children being seen in the fracture clinic at this hospital from January to June 1988. We recorded the age and sex of the child, the cause ofthe accident, whether the fracture required manipulation, and where the accident had happened.
Of the 200 children, 123 were boys and 77 girls. The table shows the causes of fracture. For both sexes the most common cause was running and tripping, with 40% ofall fractures occurring at the weekend or during school holidays.
The incidence of fracture was higher in children not supervised by an adult (115 (58%)), and fractures in this group also more often required manipulation under anaesthetic (48/70 (69%)). Of all the manipulations performed, 60 (85%) were carried out after 5 pm, which influences the hospital service that must be provided. Altogether 26% of fractures occurred at school, and, though supervision seemed adequate during organised physical education and sporting activities, there was little supervision during "break" periods, when most fractures occurred.
Comment
Children cannot be completely protected from accidents as such an environment would impede the development of their independence.4 Protecting children from things that are unnecessary for development, however, is worthy of attention.
We found that simple falls were the most common causes offractures in both boys and girls, and reducing these would seem impossible to achieve. 
